Colonization of the pre-transplant lung by multidrug-resistant bacteria affects short-and long-term outcomes of lung transplantation. However, there are no case reports on the colonization of a pre-transplant lung by drug-resistant Acinetobacter baumannii. We report a case of extensively drug resistant (XDR) A. baumannii colonization in the tracheobronchial tree that caused severe infectious complications after bilateral lung transplantation. A 23-year-old man diagnosed with bronchiolitis obliterans syndrome (BOS) 4 years earlier with a history of allogenic bone marrow transplantation for acute lymphoblastic leukemia was admitted to the hospital with dyspnea. Due to progressive hypercapnic respiratory failure, long-term mechanical ventilation was started after a tracheostomy was performed, and the patient underwent a bilateral lung transplantation to treat end-stage BOS. After the transplantation, the colonization of XDR A. baumannii caused severe bacterial pneumonia in the early postoperative period. Combined treatment with colistin and meropenem led to recovery from the pneumonia but caused drug-induced renal failure. Because many centers are willing to transplant candidates who are on mechanical ventilation or extracorporeal life support, the incidence of XDR A. baumannii colonization of pretransplant lungs is expected to increase. Further studies are needed to examine pre-transplant management strategies in patients colonized with XDR A. baumannii.
. Follow-up bronchoscopy on POD 18 showed improved mucosal inflammation and decreased purulent sputum in the allograft lung (Fig. 4) . After POD outcomes with tigecycline alone, [17, 18] and the safety of colistin has been frequently discussed because of its nephrotoxicity. Combination therapy shows synergistic effects when carbapenems, sulbactam, or tigecycline are combined with aminoglycosides, colistin, or rifampin. [19] Because the major adverse effect of colistin is nephrotoxicity and our patient developed drug-induced renal failure during the hospital course, the continuous use of IV colistin was reconsidered several times. Older studies report an incidence of nephrotoxicity of up to 20% to 50%, while recent clinical studies have found lower rates of nephrotoxicity of 8% to 14%, and the serum creatinine levels decreased at the end of the colistin treatment. [20] In this case, the MIC of tigecycline was high (MIC = 2), while the colistin, which is less toxic than polymyxin B, had to be administered carefully using strict dose modifications according to the daily laboratory results.
19, no XDR
Acinetobacter infection is becoming prevalent as more centers are willing to transplant candidates who are on mechanical ventilation or extracorporeal life support. [8] Colonization of the pretransplant lung by this organism will likely increase with prolonged ventilation, the use of broadspectrum antibiotics, and intensive care unit care. We should also consider the patient's host factors; he was severely immunocompromised after taking immunosuppressants for several years after BMT, which made him more susceptible to bacterial infection. Strategies for dealing with pretransplant bacterial colonization and the choice of post-transplant prophylactic antibacterial agent for Acinetobacter species considering both host factors and the antibacterial spectrum of the organism should be investigated. Furthermore, the impact of the organism on the short-term mortality and long-term morbidity after transplantation, such as BOS, should be analyzed as more case reports are published.
In conclusion, we have reported a case of severe infection by XDR A. baumannii that colonized the pretransplant lung.
The pretransplantation work-up of patients colonized with A.
baumannii should consider host immunological factors and the drug resistance pattern of the colonizing A. baumannii.
